The Section on Pediatrics (SoP) convened an Education Summit in July 2012 to examine, discuss, and respond to documented inconsistencies and challenges in teaching pediatric physical therapy (PT) content in entry-level professional education programs. Despite previous attempts by the SoP to provide guidance around teaching pediatric PT, variability continued to be extensive across programs. Key Points:
INTRODUCTION

Historical Background
The Section on Pediatrics (SoP) of the American Physical Therapy Association has a history of addressing the Pediatric Curriculum Content in Professional Physical Therapist Education has been useful to many educators across academic programs. 7 However, collegial discussions, conference presentations, surveys conducted periodically by the SoP, and other informal evidence have demonstrated a large gap between the substantial list of topics and content covered in the latter document and the knowledge, skills, and abilities expected of a new graduate entering clinical practice.
The SoP conducted a survey in 2010 to examine the extent to which physical therapist education programs were teaching pediatric-related content and the types of experiences used to support student learning about the pediatric patient/client. These results were published in 2011 by Schreiber and colleagues, 7 who reported on the extensive variability in teaching about pediatric PT across educational programs. Schreiber et al 7 also reported on the interest of SoP members in having additional guidelines, direction, or information to assist in educating students to a common level of competence. In 2011, the SoP leadership in response to the continuing inconsistencies and challenges in teaching pediatric PT content, despite the available materials, 3 approved a proposal to hold an Education Summit specifically to address 6 objectives for the education of pediatric physical therapists (see Table 1 ).
Education Summit
A committee of 5 was appointed to plan and lead the Summit. Four speakers were invited to address specific topics and participate in the conference. Additional participants were selected to represent both experienced and more junior/novice faculty teaching pediatric PT in entry-level education programs, pediatric physical therapists in clinical practice who were also clinical instructors for students, and a new professional (graduate within a period of about 5 years preceding the Summit). Selection criteria also ensured representation across geographic areas of the United States and experience in different pediatric clinical settings. A complete list of Summit attendees and categorical representation is found in Appendix A
TABLE 1
Objectives for Education Summit 2012 1. Recommend optimal pediatric professional physical therapy education practices. 2. Recommend strategies for preparation, development, and support of academic faculty adequately prepared to deliver pediatric professional education. 3. Summarize traditional, novel, and unique models of delivery of optimal pediatric clinical education experiences. 4. Recommend strategies for the preparation, development, and support of clinical instructors in pediatric physical therapy. 5. Suggest research projects and funding priorities to support research aimed at identifying optimal educational practices in pediatric professional education. 6. Publish conference proceedings on the basis of the work groups and content identified during the Summit.
(available online as Supplemental Digital Content 2, at http://links.lww.com/PPT/A51). The Education Summit took place in July 2012 in Alexandria, Virginia. Extensive preparatory work was completed by all participants before the Summit including review of pertinent documents, analysis and commentary on related literature, and consideration of each of the objectives within small preassigned task groups. A Wiki website was established to post and share documents, to foster discussion, and to "house" the process of Summit development. The Summit included 2 days of onsite meetings, presentations, and discussions. A process of both large group discussion and smaller working groups was used to facilitate interaction, encourage full participation of all attendees, and broaden the possibility that the group would reach consensus. Ground rules were established early to ensure that the Summit would generate discussion and culminate in a collective decision to guide the future of pediatric PT professional education.
During the Education Summit, the group came to consensus on 5 core competencies that represent a knowledge base essential for all graduates of PT programs regardless of their interest or intent to provide PT services for children postgraduation, either sporadically or regularly, in any practice setting. In contrast to the prior SoP documents that were broad in scope, the current competencies were specifically designed to focus on knowledge and skills that are unique to pediatric practice and delivery of services to pediatric patients/clients. As such, these competencies were determined to be applicable for all graduates of the Commission on the Accreditation of Physical Therapy Education-accredited entry-level PT education programs.
The competencies were further refined through feedback from several constituent groups in the 6-month period after the Summit. The processes used for feedback included a "call" to all SoP members in the fall of 2012 through the SoP monthly e-mail newsletters. Members were asked to view the competencies and provide any written feedback directly to the authors. In addition, feedback was solicited through a roundtable discussion of the draft competencies at the SoP Annual Conference in the fall of 2012. All feedback received through these solicitations was reviewed, discussed, and integrated where appropriate on the basis of consensus among the initial planning committee.
A Conceptual Framework for Development of Core Competencies
The conceptual framework depicted in Figure 1 illustrates the dimensions and foundation upon which the core competencies were developed. In addition, this figure highlights the interconnected nature of these elements in pediatric PT practice. The foundational concept of Learning for Practice, discussed by Jensen 8 most recently in her 2011 Mary McMillan Lecture, challenges educators to create meaningful learning experiences-building a community of learners, excelling toward excellence, and embracing creativity-which would lead the learner down the path of clinical expertise. In this framework, Learning for Practice is a dynamic component encompassing the dimensions of expert practice-knowledge, clinical reasoning, movement skills, and virtuous behavior 9 -and is driven by societal need and the vulnerability of children in particular. We believe this concept of Learning for Practice envelops the entire process of addressing the content and approach to educating future professionals in pediatric PT. Learning for Practice was one of the grounding elements of the discussions at the Summit.
The meaning of competence and competency has been discussed in academic medical literature as related to clinical education and the attainment of educational targets. 10 In developing competencies for pediatric physical therapists, there is an inherent expectation that the competencies establish educational expectations with measurable outcomes. The term competency is used here, as defined by ten Cate and Scheele, as "The abilitity do do something successfully." 10(p543) We hope that professional PT education will both embrace and support the integration of these core competencies into curriculum for the preparation of future pediatric physical therapists.
Integrating Earlier Curriculum Guidelines With New Competencies
The competencies are not intended to displace the work by SoP educators and leaders in the 2008 Pediatric Curriculum Content in Professional Physical Therapist Education.
3 Rather, these new competencies are intended to provide a specific framework for understanding the most important aspects of knowledge, skills, and abilities unique to working with children. As pediatric physical therapists, we recognize that working with children often means addressing the needs of the child within the family unit and providing education to parents, families, and caregivers. We also recognize that children span many ages and developmental stages; as pediatric physical therapists, we must be able to work with children of any age and throughout their lifespan. The 2008 version was viewed as more prescriptive in terms of the extensive array of content knowledge expected to be covered across the curriculum, whereas this new competency-based approach provides educators and clinicians with a more general framework of overarching competencies and outcomes but leaves the specifics of how to best address them up to individual faculty and educational programs. By narrowing the expected repertoire of content from the longer and more expansive list offered in 2008, the intent is that all physical therapist education programs will adapt these competencies as a guide to ensure that every student is adequately prepared for pediatric patients/clients upon graduation from an entry-level Doctor of Physical Therapy professional education program. These 5 essential competencies include human development; age-appropriate patient/client management; family-centered care; health promotion and safety; legislation, policy, and systems.
Each core competency is outlined later (and in Table 3 ), and each competency is followed by several Entrustable Professional Activities (EPAs) as identified key outcomes. EPAs are the critical activities, or units of work, that can be used to operationally define a profession and describe the activities that acknowledge professional responsibility. Thus, EPAs are the outcome measures of reaching or achieving compettency. 10, 11 Although these outcomes should be used to measure the ability of the graduating student, the identification and assessment of specific requirements to achieve the expected level of competence will be up to each educational program. Each of these new core competencies can also be "tracked" back to the 2008 Pediatric Curriculum Content in Professional Physical Therapist Education 3 by following the identified reference to the 2008 document that is listed after each competency. By including these links, we recognize that the 5 competencies do not necessarily represent new and novel concepts, but they offer further refinement of the 2008 document and highlight knowledge, skills, and abilities we believe are essential for pediatric physical therapists.
Integrating New Competencies Into Current Curricula
Each professional education program will need to establish objectives and link the competencies to specific courses on the basis of their program's unique didactic and clinical education curricula to reach intended outcomes and levels of competency. In addition, each education program will be responsible for the use of optimal teaching strategies necessary for the delivery of content to adult learners. Information to assist educators and clinical instructors in connecting these competencies to learning and outcomes for physical therapist students is addressed later.
Thus, the purpose of this article is twofold: first, to describe and discuss the core competencies developed as a result of the Education Summit to inform pediatric content in the entry-level PT curriculum, and second, to assist educators by linking the core competencies to teaching strategies, learning activities, assessment outcomes, and curricular structures through examples.
Five Essential Core Competencies
There are 5 • Perform developmental screening for the identification of potential growth and motor delay/impairments.
• Conduct an appropriate interview/history with the child and/or parent (including systems review).
• Gather information on the child's play/recreation/preferred activities, participation, educational setting/level, and family unit.
• Select appropriate tests and measures on the basis of the child's age, interview/history and systems review, and setting. 3 (Detailed list in Section III, C, pp. 11-13) • Conduct appropriate tests and measures and gather data-in most cases, this will minimally include gait/mobility, postural control, motor development, pain, range of motion, muscle performance (strength), sensation, self-care, physical fitness, and activity endurance. 3 (Detailed list in Section III, C, pp. 11-13)
• Interpret examination findings to determine impairments in body structure and function, activity limitations, and participation restrictions.
3
(Section IV, A-C, pp. 12-13) • Develop an age-appropriate and developmentally appropriate plan of care to address participation restrictions/activity limitations/ impairments of body structure and function.
(Section V B and V C, p. 13) • Solicit input on goals and service delivery from parents/primary care providers and from the child when appropriate (on the basis of age, communication, and cognitive ability).
• Select age-appropriate and developmentally appropriate procedural interventions including play/recreational activities, natural environment, toys, and equipment. 3 (Section VI, A7, pp.
13-16)
• Implement age-appropriate and developmentally appropriate procedural interventions including play/recreational activities, natural environment, toys, and equipment. 3 (Section VI, A3, 5, 12, pp. 13-16) 3. Family-centered care for all patient/client and family interactions-key characteristics: positivity, responsive, collaborative, sensitive 3 (Section VII, C5A, p. 17)
• Consistently collaborate with families throughout the patient/client management process in all settings where intervention is provided.
• Address family priorities in the plan of care.
• Identify the role of the family in all aspects of care under the Individuals with Disabilities Education Act (IDEA), Parts B and C.
• Understand the focus on the family's needs in the Individualized Family Service Plan (IFSP) and the focus on the child's needs in the Individualized Educational Program (IEP).
• Describe the influence of a child with special needs on the family system. • Describe the factors of the family system that influence the development of the child. 4. Health promotion and safety-specific considerations for child vulnerability include environmental factors, age-specific safety, screening of healthy populations, fitness and health promotion, and recreation. 3 (Section VI, B5, p. 15; Section I, B3b, p. 7; Section I, D1a, p. 16; Section VI, C7e)
• Determine the need for referral to other health care professionals.
• Develop a plan to address age-appropriate health and wellness for all children, including those who are typically developing and those with special needs.
• Educate caregivers about age-specific and developmentally appropriate environmental safety [8] [9] [10] 3 provides a relatively comprehensive list of conditions within specific categories. We have chosen not to present that list again here and suggest looking at pediatric PT textbooks and other resources (Appendix B, available online as Supplemental Digital Content 3, at http://links.lww.com/PPT/A52) commonly used in entry-level curricula or to the Pediatric Description of Specialized Practice 12 to view more complete listings of conditions that would be encountered by a pediatric physical therapist. This shorter list includes only more commonly encountered pediatric conditions that have PT interventions supported by some evidence in the current literature:
• Autism spectrum disorder 
Teaching Strategies, Learning Experiences, and Assessment of Student Learning
Throughout the Education Summit, and in the months following, there was discussion around the number of hours devoted to teaching pediatric PT-related content in the entry-level curriculum. Without definitive evidence to support the need for a designated amount of time or approach to guide us, the group determined that each educational program should continue to make these decisions in relation to its own curriculum. Thus, this document does not provide specific recommendations for the total number of hours, child contact hours in classroom or laboratory settings, or overall lecture or laboratory hours devoted to pediatric content within an entry-level professional PT curriculum. However, a variety of active learning strategies that include some hands-on, face-to-face experience with children, including children with disabilities, and their families will optimally support student learning in pediatrics. It is also important to note that face-to-face exposure of students to individuals of all ages is an accreditation (Commission on the Accreditation of Physical Therapy Education) requirement. Table 2 provides a side-by-side comparison of 2 approaches commonly used by entry-level PT education programs to address pediatric competencies within their curriculum. As examples, these 2 approaches-1 addressing pediatric content integrated across the curriculum and the other designating a specific course for pediatric contenthave been applied specifically to the second competency: age-appropriate patient/client management-effective application of the patient/client management model to children and their families.
An integrated approach to delivering pediatric content across the curriculum throughout many courses without a separate pediatric course is 1 approach. In this example, the pediatric content in the first year of the curriculum focuses on observation skills, identifying typical versus atypical development, introduction to specific conditions/diagnoses, and learning how to engage a child in developmentally appropriate therapeutic activities. The second and third years of the curriculum feature courses that are divided into tracks (ie, neuromuscular, musculoskeletal, medical conditions) and focus on both examination and intervention. Basic skills learned in the first year are refined and adapted to patients with a specific condition or diagnosis. The bulk of the pediatric content is in the neuromuscular track, but pediatric content is also integrated into the other 2 tracks as appropriate. Each course has an assignment that addresses pediatric content, and several examples of these are included in the table.
A few unique challenges were encountered when developing an integrated curriculum. The first was deciding what those "basic" skills were that could be included in first-year courses. Previously, only typical development had been presented in the first year. The second challenge was to find a way to "pull the pediatric concepts all together" given that the pediatric content was spread across many courses. Cooperation from all faculty members was essential to designate time in each course for pediatric content. Other PT education programs have chosen to use a standalone required course to deliver the pediatric content in the curriculum. In the example here, the pediatric content is delivered primarily during 1 course in the 6th semester of the program using 7 different problembased learning (PBL) cases under a modified PBL format for teaching clinical arts and sciences course work. The carefully crafted cases are the "anchors" around which other content is taught. These cases provide an opportunity for the students to carry out self-directed learning about conditions most frequently encountered in pediatric PT. The conditions addressed during PBL sessions include bronchopulmonary dysplasia with infant delay, cerebral palsy, Down syndrome, myelodysplasia, muscular dystrophy, autism spectrum disorders, and developmental coordination disorder. The cases are created to ensure that students address learning objectives related to each core competency. The curriculum also includes extensive laboratory experiences as well as special topic seminars, which complement and reinforce content learned in PBL sessions. Programs offering a more traditional curricular model should expect to use a variety of lectures, seminars, and laboratory activities to aid students in achieving the outcomes for each core competency.
Regardless of the curricular model or approach, a process of assessment to ensure learner acquisition of new knowledge and skills generally follows teaching of that knowledge and skills. Examples of assessments are provided in Table 3 and Appendix C (available online as Supplemental Digital Content 4, at http://links.lww.com/PPT/ A53). The intentional linear nature of explicitly linking the behavioral objectives with potential learning activities and assessment strategies may assist novice educators in understanding how to create learning activities and assessments that specifically tie to one or more objectives, whereas the developmental and progressive flow shows how activities can build on one another and/or be used independently.
Learning activities and assessment strategies can be mixed and matched with different core competencies depending on the learning institution, instructor, and student variables. Bloom's taxonomy 13 of the cognitive domain of learning was applied to the assessment strategies in Table 3 in a developmental fashion that began with the learner understanding information at the remembering and understanding level and then advancing through applying, analyzing, evaluating, and creating levels as evidence of higher order understanding and reasoning over time. Appendix C offers examples of grading rubrics that have been used to assess student learning around specific assignments or learning activities included in the table.
Instructors also have opportunities to use different types of technology and social media to develop learning activities and promote active learning with their students. These tools can be incorporated into many of the learning experiences and assessment strategies listed in Table 3 as options to more "traditional" activities. For example, audience response systems can be used as both a learning experience for students and a method to assess understanding for instructors. Use of other types of technology, such as "chats," discussion boards, Wikipages or Wikispaces, YouTube video sharing, online modules, blogs, or social networks (eg, Facebook or Twitter), may be used as methods for increasing the level of student engagement. Many colleges or universities have rules and policies for the use of newer technology and communication options. Several articles are listed in Appendix B (available online as Supplemental Digital Content 3, at http://links.lww.com/PPT/A52) for further reading on technology-related topics.
14-16
DISCUSSION AND APPLICATION
The concepts introduced and included in earlier SoP education documents continue to be both relevant and integral to pediatric PT and to the educational preparation of all physical therapists. However, over time, physical therapist educators have come to use the content as a checklist, of sorts. This approach to addressing pediatric content seems to have flourished despite the statement: "The intent is that this document be used as a resource based on accepted models of contemporary practice rather than as a set of prescriptive guidelines." 3 (pg. 2) In essence, physical therapist educators most responsible for teaching pediatric PT content sought to accomplish each and every item on the list, regardless of the amount of time available in courses or placement of content within the entry-level PT curriculum.
Thus, the new list of Essential Core Competencies is the culmination of work by the SoP aimed at providing the PT profession, and particularly physical therapist educators and clinical instructors, with a useful tool to promote learning and develop essential competency in entry-level physical therapists around concepts most relevant to pediatric patients and settings. This shorter and more condensed set of competencies should be used by all entrylevel physical therapist professional education programs and by clinical instructors as we foster the preparation and practice of the next generation of physical therapists. A-D: Submission of scored screening test with student interpretation. Scored for consistency using rubric F: Parent/caregiver survey for feedback to the student Conduct an appropriate interview/history with the child and/or parent (including systems review) Gather information on the child's play/recreation/preferred activities, participation, educational setting/level, and family unit Faculty demonstration of patient interview with typically/atypically developing children and completion of assignment in which data collected during session are recorded
Laboratory experiences with typically/atypically developing children, video cases, or paper cases performing an appropriate patient interview with a child A-C: Submission of completed assignment. Grading rubric used to assess the identification of relevant data A-C: Submission of documentation of patient interview. Grading rubric used to determine knowledge, comprehension, and application F Videotape students with faculty and student rating performance using rubric (continues) 
